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Ascending aortic cannulation in
acute type A aortic dissection: Is
intraoperative brachiocephalic
malperfusion a possibility?
To the Editor:
I read with great interest the recent article by
Dr Jakob and colleagues1 detailing their pi-
lot experience with direct cannulation of the
ascending aorta in acute type A dissection
(n5 8: 5 withpreoperative cerebralmalperfu-
sion). Their method entailed primary venous
exsanguination, cannulation of ascending
aortic true lumen under direct vision, con-
trolled deairing, followed by standard cardio-
pulmonary bypass after proximal aortic
clamping.
The clinical consideration here is
whether this cannulation technique protects
against brachiocephalic malperfusion, given
that 5 of 8 patients presented with brachio-
cephalic dissection and cerebral malperfu-
sion in the setting of true lumen pulsatile
perfusion.
The following questions relate to this
consideration:
1. What intraoperative monitoring was
used to detect brachiocephalic mal-
perfusion?
2. Were any episodes of brachio-
cephalic malperfusion detected in-
traoperatively? If so, how were
they managed?
3. Was surgical intimal fenestration
above the ascending aortic clamp
ever required to restore adequate
brachiocephalic perfusion? In our
practice, this management technique
has been used successfully to
correct innominate malperfusion de-
tected intraoperatively by transcuta-
neous scanning of the right carotid
artery.2
4. Was epiaortic ultrasound guidance
for cannulation of the dissected
ascending aorta ever considered?
This imaging technique has been
used successfully in this scenario.3
It can also confirm correct placement
of the arterial cannula.
I congratulate the authors again on a fine
study. I look forward to their feedback about
these intraoperative considerations.
John G.T. Augoustides, MD, FASE
Department of Anesthesiology and Critical Care
Hospital of the University of Pennsylvania
Philadelphia, Pa
Financial support provided by the Department of
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Letters to the EditorReply to the Editor:
We appreciate Dr Augoustides’ important
and meaningful questions regarding bra-
chiocephalic dissection and cerebral mal-
perfusion in the surgical treatment of
patients with acute type A aortic dissection.
To provide specific answers, we follow
his questions as raised after specifying the
baseline situation in our 8 patients: All
patients came in with a computed tomo-
graphic scan diagnosis obtained elsewhere.
Six patients demonstrated dissection of the
brachiocephalic trunk, 2 of them hemody-
namically in highly unstable condition
with tamponade. In 2 patients, no dissection
of the truncus was seen, but severe instabil-
ity and cardiac tamponade was observed in 1
patient. Five patients had clinical signs of
cerebral malperfusion, and 1 patient was
found unconscious and was intubated before
arrival. Thus, brachiocephalic malperfusion
was present before surgery in at least 5 pa-The Journal of Thoracic and Cardiovascultients, confirmed in all by computed tomo-
graphic scan.
1. Intraoperative monitoring to detect
brachiocephalic malperfusion con-
sisted of bilateral monitoring of ra-
dial artery pressure in all but 1 of
the highly unstable patients, forcing
immediate surgery. To date, no
transcranial Doppler or transcutane-
ous scanning of the carotid arteries
has been used.
2. No intraoperative episodes of new
brachiocephalic malperfusion were
detected. Validation of this simplis-
tic statement can be given in part
by the open approach we used: After
exsanguination and opening of the
ascending aorta, including the re-
tracted intimal sac, the aortic arch
could be inspected directly with
both head vessels exposed for some
seconds. By placement of the aortic
cannula in the mid arch position
within the true lumen under direct
vision and controlled deairing fol-
lowed by clamping of the ascending
aorta adjacent to the cannula, we
were able to immediately exclude
the primary tear in the ascending
aorta, including the blown up false
lumen, which primarily caused the
obstruction of the brachiocephalic
trunk.
Distal repair was performed after the
target temperature had been reached
and after a short period of circulatory
arrest and selected cannulation of the
brachiocephalic trunk. Backflow via
the left carotid artery gave additional
information of patency of the right ca-
rotid artery. The left carotid arterywas
cannulated immediately thereafter.
3. The aforementioned surgical strat-
egy of immediate exclusion of the
primary aortic tear, including the
blown up false lumen, obviated any
intimal fenestration above the aortic
clamp, even in the presence of a
re-entry site in the aortic arch. In
the 7 patients with bilateral radial
artery pressure monitoring, identical
pressures were seen throughout
cooling.
4. Occasional dismal experience has
been incurred with ‘‘blind’’ direct as-
cending aortic cannulation in emer-
gency situations, with thrombotic
material from the false lumen beingar Surgery c Volume 135, Number 1 229
gery.1 In their multicentric study, the au-
thors unequivocally demonstrated that
Down syndrome is associated with a signifi-
cant lower mortality after cardiac surgery
for congenital heart defects, affirming that
‘‘the effect of Down syndrome on immedi-
ate outcome is not clear.’’1
Although previous studies have sug-
gested that patients with this syndrome
have an increased risk of mortality after re-
pair of ventricular septal defect or atrioven-
tricular canal,1 recent papers have shown
that the presence of Down syndrome did
not increase the surgical mortality in chil-
dren with ventricular septal defect2 or with
tetralogy of Fallot.3 Moreover, in patients
with partial4 and complete5 atrioventricular
canal (very frequent heart defects in children
with trisomy 21), the Down syndrome is
associated with significantly lower mortality
and morbidity after cardiac surgery.
These surgical results are probably due
to the peculiar anatomic cardiac pattern of
patients with atrioventricular canal and
Down syndrome, including a lower preva-
lence of left-sided obstructions, right ventric-
ular dominance, and additional anomalies of
the mitral valve.6 We can suggest that the ef-
fect of best results on children with atrioven-
tricular canal4,5 could influence all surgical
results in patients with Down syndrome.1
In conclusion, in spite of the tendency to
infections and early pulmonary hypertension
in children with Down syndrome, cardiac
Roberto Formigari, MDb
Pediatric Cardiologya
Department of Pediatrics
University of Rome ‘‘La Sapienza’’
Rome, Italy
Pediatric Cardiology and Cardiac Surgeryb
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Letters to the Editordispersed, especially in patients with
ongoing dissection beyond 24 hours.
We are therefore concerned that
even placement of the cannula into
the true lumen under epiaortic scan-
ning could result in the same
dilemma of potentially dispersing
thrombi via the wide open connec-
tion to the false lumen in the ascend-
ing aorta.1 Thus, we do believe that
our new approach might be a safer
way toward adequate antegrade per-
fusion of the cerebrum during the
cooling phase.
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